male, aged 61, complains of pain and difficulty in swallowing. In July, 1929, he had dental treatment and the dentist discovered ulceration of the soft palate above the right tonsil. This had caused no symptoms, and the patient was unaware of it. He was treated with full doses of potassium iodide, and for a time improvement took place, though the ulcer never healed. The Wassermann reaction was negative; patient has never had syphilis; his wife and children are healthy. In October, 1929, pain began in right side of throat, and has continued; is now very severe, especially at night, and is referred up in front of ear and into scalp. Difficulty in swallowing was at first due only to this pain, which was increased, but latterly food lodges in the throat and sometimes comes down the nose. Slight cough with little sputum. Voice unchanged. Hard lump in neck has been present for two months, during which patient has become much thinner. On examination: right half of soft palate is pulled down and fixed, palato-pharyngeus being obviously immobile. Whole of right side of palate is involved in a fine, very superficial ulceration, clean, and only slightly differing in colour and surface from normal, and this extends a little to the left of the uvula, which is not affected. Ulcer is painful to touch; does not bleed on palpation; no feeling of infiltration; in one or two places a small heaping-up of mucous membrane is seen, and this is hard. Surface of tonsil itself appears to have escaped: external to tonsil is a dark blue coloration of mucous membrane, said to have been present since birth. Movement of healthy half of palate seems quite normal. On examining larynx, fixation of palato-pharyngeus is seen to be associated with two or three large, smooth, submucous tumours on right side and posterior wall of pharynx, the lowest overhangs the arytenoid, second lowest hides the end of the epiglottis; this second tumour is superficially ulcerated in a manner similar to the palate. These tumours are hard and fixed; they are tender, but do not bleed. The larynx itself appears normal. Gland mass seen in right side of neck, chiefly just above centre of clavicle, not quite smooth, hard, and nearly completely fixed to deep tissues, but not to skin; a smaller portion lies on outer wall of thyroid cartilage; the sterno-mastoid muscle passes over the mass, and appears to be free from it.
I have had a report from the Tuberculosis Officer, Mr. J. L. Thomas, of the King Edward VII Welsh Memorial Association, stating that the sputum is negative and there is no definite evidence of tuberculosis in the case. The Wassermann test was repeated and the reaction was again negative. Since I last saw the patient three weeks ago, a number of prominent superficial veins have developed over the gland on the right side of the neck.
Di8cu88ion-Sir JAMES DUNDAS-GRANT said he thought that as the case progressed the condition would prove to be epithelioma. Mr. A. J. WRIGHT said that the interesting points of this case were the wide diffusion and the polymorphic type of the condition. That was not infrequently seen in epithelioma round about the soft palate. It seemed to invade a wide area, and showed a variety of characteristics in the different portions.
Mr. CYRIL HORSFORD said that the right half of the larynx was in continuous fixation with what appeared to be a growth above it, and there was some secretion, which appeared to be over an ulcerated surface in the aryeDiglottic fold.
Mr. E. WATSON-WILLIAMS (in reply) said that though the larynx was very much overhung by these masses in the lateral pharyngeal wall, he did not think it was actually involved in the process. What excited his curiosity was the nature of the very superficial ulceration of the soft palate. He was still in doubt whether the pharyngeal disease was epithelioma, or a sarcomatous condition.
POSTSCRIPT.-May, 1930. By direct laryngoscopy. Under general anaesthesia the larynx itself was found to be free from growth. Biopsy showed epithelioma in both palate and pharynx; no operation was attempted. Rose's position. Diathermy knife introduced as for removal of adenoids but moved in reverse direction, i.e., from below upwards, cutting slowly. Nasal attachments posteriorly severed by diatherimy knife, intranasally.
Di8cuSsion.-Mr. SIMPSON said that he employed a curved cutting terminal and worked round the vault of the nasopharynx to the posterior part of the septum. The nasopharyngeal portion of the tumour was cut off and was removed by the mouth.
Mr. HERBERT TILLEY said that in places where radium was not available, diathermy provided an equally bloodless and valuable method for destroying nasopharyngeal fibromata. Radium was particularly useful in large sessile growths of the same nature.
Mr. F. A. RoSE said that diathermy was the simplest and safest method available at present for dealing with these very difficult tumours.
Dr. FITZGERALD POWELL said he had removed three tumours of this kind through the antrum, but the method carried out in this case seemed more satisfactory. Had there been hEemorrhage, and had the tumour been pedunculated or sessile? Recently he had bad a sessile one to deal with. He could not have removed it through the antrum, so radium was applied and the growth disappeared entirely.
Mr. MUSGRAVE WOODMAN said he must warn Members against using radium in cases of intensely vascular sarcomata, because in these it was very dangerous. True, the growths disappeared rapidly, but dissemination occurred. He suggested that, wherever possible, the tumour should be removed by diathermy, using radium only as a prophylactic to prevent local recurrence.
Mr. SIMPSON (in reply) said that Dr. W. W. Adamson had reported the growth as fibroma, with no sign of malignancy. It was a definitely sessile tumour, occupying the whole breadth of the roof of the nasopharynx. Hemorrhage was only troublesome when the nasal part was being removed, i.e., when the posterior part of the ethmoidal region was cut through. Access had been obtained by considerably retracting the palate with the head in the Rose position. J. R., male, aged 75. History of hoarseness of four months' duration, coming on after a cold. Whole of left vocal cord occupied by a greyish-white warty mass.
Similar but thinner appearance on right vocal cord and at anterior commissure. Slight limitation of movement of both cords.
A section of a fragment removed by direct laryngoscopy showed sub-epitbelial inflammation with lesions of the epithelium. No mycelium was present though the patient's larynx presented a mycotic appearance.
Di8cu88ion.-Sir JAMES DUNDAS-GRANT said he thought he saw some growth in the left half of the root of the tongue.
